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General Discussion
Dr. H. L. FRANKEL (Great Britain). We've heard complimentary remarks made by speakers this morning about the method of intermittent catheterisation used at Stoke Mandeville Hospital. I have personally performed this procedure on approximately 20,000 occasions in the last eleven years. We've given previous results on 476 patients. Here are some later figures than those mentioned, which will be published by Dr. Walsh in the next number of Paraplegia. These figures on our last 90 male patients show a considerable improvement on those Sir Ludwig Guttmann and I reported two years ago. The sterility on admission of the males is now 92 per cent., and on discharge 82 per cent. Rather more significant is the changing results in the female patients. Previously our sterility rate in the females was under 50 per cent. As a result of our findings, we changed our method of catheterising the female patients. Previously, every single catheterisation of the male had been performed by a doctor, while the catheterisations of the females had been performed by a nurse or a sister. Sir Ludwig changed this and now all the female catheterisations are also done by doctors. This is really the only major change we have made. Although the figures for the women are rather small (15), I think there has been a considerable improvement in the state of the women as 10 out of 15 (67 per cent.) had sterile urine. All the speakers, while professing to wish to use this method, have complained that it is time-consuming and that they haven't got enough staff. Well, the actual fa cts are that it takes approximately two and a half minutes to catheterise a patient, fo r a doctor, from beginning to end. The patients may need 100 or 120 or 150 catheterisations. This is an expenditure of medical time of four to six hours. Now, if our rate of operations on patients is under 5 per cent., if you take all the money spent on administering an operating theatre, several assistants present, the surgeons, the anaesthetists, and turn it into money, I think this will be more than the amount of money we spend in employing a doctor for six hours in order to try and keep the urine sterile. We feel that the ability to keep the urine sterile is the most important single item. We appreciate that there are complications but the major morbidity and stone formation comes from infection, and our goal is to avoid infection altogether.
Any new method or any revised method, such as another method of entering the body suprapubically-and here I must say that Mr. Smith is a very brave man to come to this meeting suggesting this method, and he has the courage of his convictions-has got to be superior to the one we have demonstrated before we will try it. (Applause) Dr. TALBOT. I might add that I have had transferred to my service, eight patients who have had the suprapubic cannula type of catheter introduced at intervals of two to six weeks before. They were all infected when they came to me, although I am not in a position to judge the results of this. I haven't done it myself.
Dr. SARIAS (Argentina). We treated, more or less, 300 paraplegic patients from 1960 until now, and in every patient we did cystometrograms. But the time is coming when I believe less in the cystometrogram and more in residual urine. With the cystometrogram we only get one thing-the detrusor action and sometimes sensation of the bladder. But we don't get the action between the detrusor and the urethra. Nothing is said about this in the cystometrogram. Dr. A. ROSSlER (Switzerland). The 10 per cent. to 20 per cent. in connection with bladder capacity per se is not sufficient indication. I believe that the capacity has also to be considered. If we take a bladder capacity of 50-60 cc. in a small contracted bladder and then find a residual of 50 cc., I suppose this is not the same situation as if we compare with a large bladder capacity of 400 or 500 cc., which would also have a residual of 50 or 60 cc. Now, as far as the sterility question is concerned with the Gibbon catheter, I agree entirely with the speaker. As far as my experience is concerned in Geneva, in the few cases where we have been obliged to use initially a Gibbon catheter before reverting to intermittent catheterisation, we found that the sterility of urine was kept up to seven days.
Mr. N. GIBBON. I do think that the absolute value of residual urine has very little meaning at all unless it is considered in relation to the total capacity of the bladder. This may vary from time to time, depending on the degree of infection in the bladder, the degree of spasticity and so on. I think that a percentage residual urine means some thing more in terms of bladder function, but it doesn't necessarily mean anything in terms of the safety of that patient's upper urinary tract. And therefore neither absolute figures nor percentages, in our view, are enough.
A bladder which, as I have said, may have a residual urine of four or five ounces or more, if that is compatible with sterility and with a normal LV.P., then we would accept that rather than risk introducing infection by attempting to lower the residual urine by various operative procedures. I think this really can't be too much stressed, that no absolute figure, no relative percentage, has a very great bearing on the safety of the patient. All we want to know is: What does his LV.P. look like? And is his urine sterile? And is it continuing to be like this over the years? That is what is important. I am glad that Dr. Rossier has given me the opportunity to stress it once more.
Sir LUDWIG GU TTMANN. I think we all agree that the most important point in the treatment of the bladder and urinary tract, is avoidance of residual urine and promoting efficient emptying.
One point which I consider important when we get a paraplegic in an acute stage to a spinal unit, is to enquire his pre-paraplegic habit of emptying the bladder. I will tell you why I consider this very important. We had a man who had a complete transverse section of the spinal cord, below T6 and one could have expected that, as he had no complications, after a certain time he would develop an automatic bladder. He didn't. We did a cystogram and found a bladder the size of a little football in his tummy.
We couldn't explain this, until I asked the man: How often did you empty your bladder and how much did you drink before you became a paraplegic? He confessed that he had drunk per day up to 9-10 pints of fluid, mainly beer, and emptied the bladder only once a day. It is quite clear that such a man will over distend his bladder in due course and if he gets a paraplegia, his whole voiding mechanism will be quite different from the man who had a 'little boy bladder' and emptied his bladder every hour or two hours in his pre-paraplegic life. I thought I would mention this because this is one point we should include in our investigations.
Mr. Gibbon, in his admirable talk, mentioned the problem of scarring of the urinary tract, especially bladder as a result of our procedures. I entirely agree that one should avoid local damage to the bladder and kidneys producing scars by whatever method we are using. That was exactly one of the reasons why, during the last war, I opposed so strongly to suprapubic cystotomy, at that time, accepted as the method of choice by most surgeons. What people did not realise was to add local damage to the bladder already affected by the spinal cord lesion. I am grateful to Gibbon that he mentioned this point. Now Mr. Smith gave us a shock by reviving suprapubic drainage. When he started I feared he was re-introducing the old suprapubic technique of the Malecot catheter. Now he is using a rather refined method which, however, is nothing else but a little modification of Mr. Riches' stillette suprapubic technique. I have used this method but gave it up soon when I lost a patient with peritonitis.
Mr. Smith told us quite honestly that, even in skilled hands, he sees the disadvantages of this method. Now, one doesn't need to have great imagination to imagine what will happen when people do this with less skill than he himself has. Therefore I would like to warn you now not to use that method unless urethral catheterisation in the immediate stage of paraplegia is contra-indicated due to direct urethral damage as a result of associated injury at the time of accident or old urethral stricture.
Mr. Gibbon was very lenient about Lapides' method of suprapubic cystotomy but imagine taking out part of the bladder mucosa to fix this on the skin. This is indeed against the most fundamental principles of treatment of the paralysed bladder. I cannot accept Mr. Smith's argument that he has not got the staff to carry out intermittent catheterisation as initial treatment of paraplegia. I feel this is exactly the same excuse orthopaedic or neurosurgeons are giving, to do an immediately operation, because they haven't the staff to turn the patient regularly. In a spinal unit, we have to give our patients that treatment proved as the best to prevent infection and not the second or the third best for our own convenience.
With regard to indwelling catheterisation, I agree entirely with Gibbons. It is the timing, when the indwelling catheter has to be used. If, by intermittent catheterisation, infection occurs, that is the time to put the indwelling urethral catheter in but do not add local damage to the bladder wall by suprapubic cystostomy. I'm sorry to be so outspoken but we are no longer in 1944 but in 1968.
One point to bacterial infection. Usually the Streptococcus faecalis is considered as harmless but this is not true; it is at least a precursor of real proper infection. Mr. Smith, quite rightly mentioned the importance to keep the pH below six. This can be achieved by introducing acidifiers and in this respect the combination of hexamine mandelate and methionine has proved a help to keep the pH below six. Of course, if you give these three drugs separately you have to give enormous amounts of tablets which the patient will refuse to take. The dispensation of the many tablets, if these drugs are taken separately, is now obviated by Gsoo, a combination of these acidifying drugs which I introduced a few years ago.
Mr. Gibbon paid me a nice compliment that I have rehabilitated the method of intermittent catheterisation. That might be so, but alas, I
have not yet succeeded to rehabilitate urologists and other workers in the field of paraplegia to use it as the method of choice in the initial treatment of paraplegics and tetraplegics. However I have not given up hope.
Dr. HARDY (Great Britain). I would just like to tell one story. I'm sorry I have to involve one doctor present, Dr. Frankel and ask him one question. The story is simply this: that on two occasions when Dr. Frankel sent me a case of sterile urine, he apparently managed the journey alright, but the moment he got inside my hospital, he became infected, so that I did the catheterisation within an hour or two of his arrival.
(Laughter)
Now what I want to ask is this. I don't propose to say that I am as good as Dr. Frankel with my technique-I'm not making any claims about that at all-but I would like to ask one technical question. What do we mean by sterile and what do we mean by culture? Is the urine put in a refrigerator? Is the culture taken within one hour, two hours, the same day, or the next day? I think this is very important, because in this Society we have to define what we mean by what we say. And if somebody takes a specimen, and calls it sterile, and it has been in a refrigerator, and it has been taken within an hour, is it any different to the specimen which has been taken to the laboratory and worked on several hours afterwards? Dr. J. FRANKEL. I'm sorry about those cases Dr. Hardy mentioned-I think one was a psychopath! Regarding the collection of specimens, while the patient is still being catheterised intermittently, these are, of course, catheter specimens. They are put in sterile receivers and if they are not plated within the hour, which they usually are, they are then immediately refrigerated until they are plated. And by sterile, I mean that there is no growth on a straightforward plating. There is no need, in a spinal unit, for doing colony counts. Basically the paraplegics, with their slightly or moderately increased residuals-if you get a doubtful result, we repeat it. We are not doing these large screen ing programmes for which colony counts were developed. The sterile urine is absolutely sterile; that means you don't get one single colony on the plate.
Our figures given, are the final results and they represent patients who, at that time, are not on antibacterial drugs. You can get any figure you like, of course, if you fill the patients up with antibiotics just before you take the specimen.
The routine examination of the urine also contains a cell count and a protein estimation. The cell count is almost invariably nil when the urine is sterile. We have come up against a new problem in the last few months. We are using the Gsoo tablets now as a routine for a long period of time, and in those circumstances you may get a sterile culture with a lot of pus cells. Under those circumstances you must suspect that something is wrong. And sometimes, when you remove the drug, the patients turn out to have been subclinically infected all the time. In a certain number of cases, there has been an overgrowth with yeasts, and we think that, with long-term use of antibacterial drugs, one gets a yeast problem, not only of the skin of the perineum but also in the bladder itself. We usually stop all drugs, and sooner or later these cases turn out to get infected with something else and then the yeast disappears.
